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EDITORIAL: 
Privilege Responsibility Respect 
As each of us gets a year older, as we proceed along in medical school, as we 
accept positions on councils, fraternities, clubs, teams, or hospitals, as we get married 
or become parents, we are forced by circumstances of and beyond our own choosing 
to accept responsibility. What a pain it can be! What a bother when tasks to wh ich 
we commit ourselves interfere with our night at the pub, a date, a bridge game, 
or studying. 
"With privilege comes responsibility" is a cliche much used in these days of 
civil rights demonstrations or even when a teenager asks dad for the family 
car. There is a truth in this however- responsibility is the burden of every civilized 
man. To be a responsible student, citizen, and doctor is the task before each one 
of us. 
As students, we are responsible to our parents and friends, to the taxpayers and 
philanthropic organizations who provided financial andj or moral support, and to 
ourselves, to prepare ourselves for the practice of medicine. As doctors, we will be 
responsible for the welfare of our patients, to see that they have the best that medical 
science can offer, either by self-preparation or by acknowledging our limitations and 
asking advice or 'calling in a specialist'. We are responsible to see that our patients 
or our fellow citizens are able to obtain adequate medical care--twenty-four hours 
a day, seven days a week-either by properly staffed emergency departments or 
out-patient clinics, or by the maintenance of a skeleton staff at each group practice, 
or by remaining on call ourselves when necessary. We, as future doctors, must be 
aware of the social conditions around us and should act responsibly toward providing 
equal opportunity, regardless of creed, colour, or financial-socio-economic status. 
With responsibility comes respect. That this is true is in evidence around you. 
The doctor, who on New Year's Eve insured that someone would cover his calls 
or who remained on duty himself, is much more respected by the hospital staff and 
the public than the doctor whose answering service replied-"No, we can't reach 
him" or "No, there is no one covering for him"--or whose wife had to report that-
"The doctor is flat out. Do whatever you think is necessary." The externe who 
fulfills his duties instead of slipping out of the hospital for a few hours or for most 
of a week-end is more respected by his fellows and those around him. The student 
who promises a report or article by a certain date, or his presence at an athletic 
activity or meeting also has responsibility, and may or may not have the respect of 
his peers, depending on the way he accepts his responsibilities. 
Each of our lives is abundant in opportunity and privilege. With this is 
coupled responsibility. The way in which we accept or deny this responsibility is 
proportional to the amount of respect others have for us, and we have for ourselves. 
L.J.K. 
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The Changing Doctor-Patient 
Relationship 
Undoubtedly, the person most qualified 
to comment on the relationship between a 
doctor and his patients, would be either a 
senior physician, or a senior citizen whose 
life had involved a considerable amount of 
exposure to medical care. Fortunately un-
familiar with the role of a patient, and still 
anticipating familiarization with the role 
of a doctor, I suppose this author's only 
justification in presenting this subject is 
"objectivity". 
Historically, most transitions arise from 
a state of affairs which predispose to 
change. The development of science, in-
cluding the science of medicine, predis-
posed society to the upheaval of this cen-
tury. In general terms, the transition has 
been from a society based on mystical and 
philosophical principles, to a society which 
revolves on scientific principles. Invention 
has led to an exponential increase of in-
ventions; theories have branched wider and 
wider at an explosive rate. Inevitably this 
transition has led to emphasis of scientific 
"facts", and neglect of philosophic "truths" . 
In examining the doctor and the patient in 
their special relationship, it is apparent 
that changes are most often concerned 
with scientific "facts". The philosophic 
truths, often in apparent neglect, remain 
unchanged. 
For the doctor, the scientific facts have 
become so numerous that a lifetime of 
study and memorization can only acquaint 
him with a fraction of medical knowledge. 
The long period of medical training is for 
many students a period of relatively com-
plete withdrawal from normal human 
affairs and responsibilities, so that despite 
the advances of medical sciences, the tal-
ents of an individual practitioner in the 
field of human relations has probably not 
40 
GEORGE DEAGLE '68 
improved. For instance our vocabulary 
assumes such impressive words as "dys-
phagia", and "exacerbation". Ordinary 
folk resent the use of similar technical 
terms since they seem designed to conceal. 
Of course the vast increase in our know-
ledge of disease, has had the overwhelm-
ingly positive effect of more effecti·ve 
treatment. If the doctor administers an 
impersonal technical treatment however, 
he will soon be regarded as no more than 
an impersonal technologist. 
The modern trend towards specialization 
is another "fact" arising from the increas-
ed bulk of medical knowledge. One distur-
bing result of this trend, is that patients 
are often typed, and rather academically 
referred to as, "a case of---". The 
essential fact that a patient is a person, 
who has a "case of---" should not be 
forgotten. One of the major attractions 
of general practice is that it more often 
allows a "whole person" approach in 
therapy. 
The patient's side of the relationship 
bas also been altered by the advance of 
science. Because of industrialization, and 
improved technology in agriculture, few-
er and fewer rural people are supporting 
more and more urban people. The effects 
of this are widespread. Geographically, 
the population is clustered in densities that 
are readily served by a central hospital. 
Gone are the days when a doctor needs to 
make house calls as a major part of his 
practice. One can imagine how much 
better the doctor could become acquainted 
with the "whole" patient, or family, if he 
vis ited them in their own home. More im-
portant than these considerations however, 
is the fact that the value of individuals to 
society has changed. When population is 
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concentrated it begins to function as a 
social unit. The value of a specific individ-
ual to that unit is in fact decreas·ed. This 
is a seldom recognized undercurrent flow-
ing beneath the present wave of socialism. 
Illness and injury are regarded as social 
rather than individual responsibilities, so 
that personal tragedy is secondary to 
economic loss. 
At the onset, mention was made of the 
fact that scientific "facts", have in many in-
stances superceeded philosophical "truths". 
The philosophical truths were developed 
by human intell igence and human nature 
to explain the unknown. Therefore it is 
not unreasonable to assume that many of 
these " truths" may still be of value in the 
areas where science, or "facts", have been 
unsuccessful in explaining the unknown. 
After all, the basic needs of man, and thus 
his basic nature, have not changed despite 
the changes of his social environment. If 
social reforms have decreased the respon-
sibilities, freedoms, and value of a person 
to his society, they have not altered his 
desire to continue living. In other words 
an individual remains supremely import-
ant to himself, and those who love him. 
The threat to existence, by accident, or 
disease, is then the negative force in the 
balanced doctor-patient relationship. We 
will now examine the balancing, positive 
forces which the doctor must offer. These 
are the unchanging "truths". 
The first thing which the doctor must 
engender is faith. To a large degree the 
patient's faith in his doctor's treatment 
is based on knowledge of the doctor's 
competence. In many cases, this element 
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of the relationship may be the most im-
portant part of therapy. Competence and 
a good professional reputation depend on 
adequate training, and liberal use of 
common sense. 
The next "truth" the physician must 
offer is hope, or reassuranre. Anxiety and 
worry are as destructive as any disease 
process, so it seems logical that an attempt 
should be made to lessen anxiety whenever 
possible. Explanation by carefully chosen 
words, or the use of simplifying analogies, 
can do much to relieve the tension associ-
ated with both disease and treatment. 
The last, and greatest " truth" a physician 
must offer is charity. On a superficial 
level, this is a slightly derogatory word 
which indicates a certain amount of em-
barrassment on the part of both parties 
concerned. But in reality when true need 
exists, charity is a very noble expression of 
concern for one's fellow man. Part of the 
loss sustained by the medical profession 
with the inauguration of compulsory medi-
cal insuranre plans is the loss of oppor-
tunity to be charitable to needy patients. If 
the physician i-s to maintain his esteemed 
position in the eyes of the patient, and 
of the public, he is compelled to forget 
the, "me for you", relationship of the 
past and to adopt a new, "we together" 
doctor-patient relationship. This requires 
a humbler, more subtle kind of charity. 
"For some patients, though conscious 
that their condition is perilous, recover 
their health simply through their content-
ment with the goodness of the physician". 
(Hippocrates, Precepts, Chapter 6). 
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A Historical Perspective of 
Socialized Medicine 
"If men could learn from history, what lessons 
it mi&ht teach us''. Coleridge. 
Since the advent of Medicine into the 
North American continent the pro's and 
con's of government controlling the organ-
ization of centralized medical services are 
often argued with emphasis to ·the current 
political and medical climates and not with 
due recognition of the historical organiza-
tion and results of such schemes. Quite 
often it is never mentioned that govern-
ment control of medicine has been in 
existence for at least the past seventy years 
in a number of modified forms and that 
an analysis of such scheme should provide 
a considerable amount of evidence for the 
adoption, rejection or constructive modifi-
cation of proposed medical care legislation. 
The object of this short article is to 
acquaint the reader with the historical 
background to schemes formulated by sev-
eral countries which serve as models for 
the various forms of compulsory medical 
coverage and services proposed by their 
respective governments. The countries 
chosen have been selected in chronological 
order of their schemes and the selection 
should not be construed as indicating any 
degree of partnership, for or against, the 
principle of socialized medicine. Rather 
the selection has been made due to their 
each exemplifying a different approach to 
the common denominator of government 
organization and control of medicine. 
Nevertheless, the writer would ask to be 
permitted one comment which appears to 
specifically apply to all these schemes, in 
that, whether one calls it Medicare, Social-
ized Medicine, National Health System or 
Health Insurance, this implies control by 
the government and by this fact is liable 
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to the known inadequacies of centralism. 
Lynch and Raphael• have used the expres-
sion "the inevitability of gradualness", in 
that the organization required to run the 
scheme, becomes more and more compleoc 
and gargatuan and follows the irrevocable 
tenets and progression of Parkinsons Law. 
GERMANY: 
In 1881, Bismarck, proceeding with the 
conviction that the best political course 
was to make the worker dependant on the 
State rather than seeking Socialism as a 
political freedom, submitted to the Reich-
stag, the draft of an accident insurance bill. 
Later in that year, he requested revision of 
this act and submitted a sickness insurance 
scheme in its place. This act became oper-
ative in 1884 and with amendments in 
1885 and 1892-1893, made insurance 
against sickness, compulsory for all work-
ers aged sixteen and older who earned less 
than 2000 D.M. per annum and belonged 
to certain trades. Those earning Jess than 
2000 D.M. who did not belong to the 
designated groups; could enter the scheme 
voluntarily. As carrier of the new insurance 
Bismarck designated existing sickness 
funds, (Krankenkassen), mutual, non-
profit funds which had evolved from 
medical guilds.1 
By law the funds were permitted to 
levy 7%% of the basic wage with eventu-
ally the employer and employee each con-
tributing on a 50-50 basis. The employer 
was made responsible for the calculation, 
collection and forwarding of the premiums 
to the correct fund. Minimum benefits 
were fixed by law and included free medi-
cal attendance, drugs for up to 26 weeks, 
free medical appliances, free hospital care 
and sick pay after four days. The free 
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medical care was only available when the 
illness caused inability to work. 
Subsequently in 1884 accident insurance 
was passed for certain trade classifications 
and in 1891 an invalidity insurance was 
brought into force. The amendments of 
1885 and 1892-93 added new categories of 
workers along with a complete reorganiza-
tion in 1911. The greatest expansion occur-
red during the Weimar period especially 
after the great inflation of 1919-23. In 
1928 all dependants of insured members 
were made eligible and became a statuatory 
burden on the scheme without any increase 
in premiums; fifteen million people were 
so added by the stroke of a pen. 
Under Hitler in 1941, the gradual increase 
in compulsory coverage was extended while 
income limits for voluntary insurance were 
abolished. In 1949 the income ceiling for 
compulsory insurance was raised to 4,500 
D.M., in 1952 to 6000 D.M. and finally in 
1957 the income ceiling for compulsory 
insurance was abolished. Therefore, since 
1928 a minimum of 80% of the German 
population have been compulsorily insured, 
the finances being administered by a large 
number of closely controlled Krankenkas-
sen who in turn are subsidized by the State 
to make up the deficits involved. 
RUSSIA: 
Probably one can say that Catherine the 
Great, in 1763, was responsible for the 
introduction of Government control of 
medicine into Russia. She arranged that 
medical care be the responsibility of re-
gional and loc.al areas, with the State being 
solely responsible for mental institutions. 
In 1865 a system of distinct and provincial 
assemblies called Zemstvos were inaugur-
ated as a result of the emancipation of the 
serfs and these governmental bodies set to 
work by dividing the areas under their 
jurisdiction into medical districts or Uch-
astoks. The aim was to centralize each 
medical district about a hospital or medical 
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station. Considerable progress was made 
in this direction so that by 1890, 717 new 
hospitals had been built with a total of 
16,000 beds. 
In 1866 legislation had been passed 
which obliged industrialists to provide 
essential medical services for their employ-
ees. Laws passed after 1905 made provision 
for hospital funds modelled after the Ger-
man Krankenkassen. In 1912 a Bismarck 
type insurance for workers was introduced 
for most workers. The significance of 
these achievements has been well appraised 
by Sigerist3 who freely admitted that the 
Soviets inherited solid foundations, includ-
ing good medical schools and an establish-
ed organization for medical care. 
When the Revolution GaJDe in 1917 the 
Provisional Government organized a Cen-
tral Medical Security Council which in 
turn was smashed by the opposing Bolshe-
vik organization. In a very short time the 
Bolsheviks seized complete control of the 
countries medical services and started the 
completely totalitarian control of medicine 
by making membership in the Russian 
Union of Medicine Worker compulsory 
for all practising physicians. They devel-
oped a very rapid and centralized system 
of organization and extended the compul-
sory insurance to all workers and their 
dependants. 
In common with other ministries the 
Medical Commissariat was changed to the 
Union Ministry of Health in 1946 and this 
office had overall control of all phases of 
medical care and practise including medi-
cal and para-medical training, design and 
construction of hospitals and all supplies, 
salaries and funds required for medical 
care. This complete nationalization has 
continued to the present day with the State 
assuming responsibility for the insurance 
and medical care of the Russian population. 
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BRITAIN: 
.Although it might be said that the 
amendment to the Poor Law in 1834 im-
posed governmental control for a certain 
segment of the population it was not until 
1911 with the passing of the National 
Insurance .Act modelled as the German 
system that compulsory insurance with 
general medical, sickness and disablement 
benefits came into being. Needless to say 
it met with a considerable degree of oppo-
sition, both from the medical profession 
and the opposition parties but under the 
hypnotic influence of the then Liberal 
Chancellor of ·the Exchequer, Lloyd 
George, the British Medical .Association 
acquiesced to the demands of the govern-
ment and all those earning less than 2 
pounds per week were compulsorily insured. 
During the period of 1911-1942 the 
compulsory insured group was extended 
to all manual workers earning Jess than 
420 pounds per annum and all employed 
juveniles. By 1947 some 23 million people 
were covered by this scheme while the 
indigent were still treated under the Poor 
Law .Act. On economic grounds the scheme 
was designed to be fiscally self supporting 
but it never achieved that end. 
During the war years of 1939-45 an 
Emergency Medical Service was organized 
by the government by which they control-
led to a large extent the voluntary hospital 
system of Britain for the purposes of the 
war effort. With this taste of centralization 
it was no surprise that in 1943 the Bev-
endge report advocated a comprehensive 
medical care programme organized by a 
National Health Service. This was follow-
ed in 1944 by a Government White Paper 
proposing a similar service with the organ-
ization of regional hospital boards, con-
tracting of general practitioner to a central 
medical board who would be responsible 
for the allocation of areas for practise . .All 
services would be free with compulsory 
insurance for the population and respon-
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sibility for the services being taken by 
the Ministry of Health . 
In 1945 the Labour government was 
elected and their Minister of Health 
.Aneurin Bevan presented the NHS Bill to 
the Commons in 1946. The bill covered all 
the points laid down by the White Paper 
of 1944 with additions mainly concerned 
with the compulsory transfer of all hospi-
tals to State ownership under central and 
regional control. 
The Bill was passed into law in Novem-
ber 1946 despite the plea of the medical 
profession that it had not been adequately 
consulted. The opposition to the NHS by 
the BM.A and Royal colleges finally col-
lapsed by the end of 1948 after a turbulent 
and somewhat fantastic debacle which has 
been described by a majority of the British 
Medical profession as being "sold down 
the river". 
Many modifications have been made to 
the service since 1946, particularly with 
regard to increases in premiums and partial 
payment by the patient towards drugs and 
appliances. The growth of the organization 
may be gauged from the fact that the first 
years cost of the service was estimated at 
179 million pounds to the state but actually 
cost approximately 425 million pounds 
whilst the 1959-60 period cost 820 million 
pounds even with increased revenue from 
premiums and deterrant changes on drugs, 
dental services and appliances. 
AUSTRAUA: 
Friendly Societies for medical insurance 
began to develop in .Australia from the 
middle of the 19th century. They provided 
a wide range of benefits being modelled 
on their English counterparts and contract-
ed with individual practitioners for the 
provision of medical and hospital series to 
their members. 
In 1938 the Liberal government passed 
a National Insurance .Act which would 
have provided medical services to employ-
ed manual workers. The medical services 
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objected to their condition of service as 
outlined by the act and the legislation was 
quickly squashed by support from the 
public. 
In 1940 a similar plan was proposed by 
the Menzies government which collapsed 
in 1941. In 1943 a Labour government was 
elected and in 1944 introduced the Pharm-
aceutical Benefit Act designed to provide 
free to patients all drugs listed in a gov-
ernment formulary. However, this was 
defeated as unconstitutional by a High 
Court Ruling in 1945 as a direct result 
of the medical profession voicing their 
objections. 
However, in 1948 another Pharmaceu-
tical Benefit Bill was passed after a consid-
erable degree of opposition and gave the 
government strict control over the pre-
scribing of drugs. The scheme however 
was not supported by the public and in the 
first year 54% of the money spent by the 
State was taken up by administrative 
expenses. This was quickly followed by 
the National Insurance Act which gave 
the Government power to establish a medi-
cal benefits scheme which all physicians 
would have to join as well as responsibility 
for hospitals and medical appliance ser-
vices. This scheme was rightly rejected by 
the medical profession and they refused 
to join the scheme. Mter a considerable 
degree of coercion on the part of the 
Government the profession was again 
obliged to appeal to the High Court who 
ruled it unconstitutional along with the 
second Pharmaceutical Benefits Act. So 
ended what is known in Australian medi-
cal circles as the "Five year battle of the 
bottle": a total victory for the profession 
and a classic example of the role of the 
judiciary in democracy.6 
Subsequently, Labour was defeated and 
the new government appointed Dr. Earle 
Page who offered the following schemes 
as from 1950 after a careful analysis of 
available services. Free milk for school 
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children, a national campaign with bene-
fits against tuberculosis with a modified 
Pharmaceutical Benefits act and followed 
in 1951 by a Pensioner Medical Service. 
In 1952, a Hospital Benefit Scheme was 
passed which essentially maintained the 
integrity of private hospitals but gave the 
patient approximately 40% of their hospi-
tal bill provided the hospital was Com-
monwealth approved. The rest of the Bill 
could be met with voluntary insurance 
from registered non-profit organizations 
who were against Commonwealth approved. 
This was culminated by the Medical Benefits 
Scheme in 1953 which was essentially the 
same as the hospital benefit scheme, in that 
the individual received half the cost of the 
medical bill from the Government and the 
other half from voluntary insurance ob-
tained from similar non-profit private 
companies. 
By 1961, 72% of the Australian popula-
tion were covered for medical benefits, 
another 7% under the Pensioners Medical 
Scheme and 7% by Veteran benefits and it 
is interesting to note that many of the 
private insurance funds have lowered their 
premiums while increasing benefits or else 
using surplus funds for general medical 
projects on behalf of their membership. 
SWEDEN: 
The evolution of sickness insurance in 
Sweden started when the community coin 
chests of the Middle Ages were gradually 
superceded by the medieval guilds and 
these in turn gave way to the Provident 
societies. In the middle of the 19th century 
mutual funds were founded by private 
iniative and these experienced a flourish-
ing growth in the 1870's so that by 1891 
a law was passed obliging all such societies 
to register with the state which in turn 
gave small grants to cover administrative 
costs. 
Under the influence of Germany and 
other European countries, periodic discus-
sions took place in the Riksdag concerning 
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the desirability of compulsory sickness in-
surance but action was always deferred, 
because of the cost involved7 • In 1931 the 
laws were completely revised in that only 
one approved fund was allowed in an area 
with obligatory benefits being defined and 
membership open to anyone in good health 
between 15-55 years of age. Group enrol-
ment was encouraged with subsequent 
decreases in premiums. Benefits covered 
a wide range of services and generous time 
limits were given for medical and hospital 
care. 
By 1955 a minimum of 70% of the pop-
ulation were covered even though the 
government bas indicated a direct interest 
in abolishing the private system since 1940. 
In fact:, a National Insurance Act was 
passed in 1947 to cOIIlDlellce in 1950 but 
private insurance increased 7% during this 
period of three years. However, the .Act 
was brought into force in 1950 as a direct 
result of the Social Democratic Party who 
had been politically committed to its in-
ception mainly due to the influence of the 
Beveridge Report (vide infra) . The Act 
added to the benefits already available, free 
life saving drugs and other drugs at re-
duced prices . .All persons were to be com-
pulsory insured for 70% of their medical 
expenses. 
The public made it very plain that they 
did not favour the scheme and the Govern-
ment postponed its final implementation 
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date in view of the electoral position and 
lack of available money. Nevertheless, in 
1955 compulsory insurance came into be-
ing but with the sickness funds as inde-
pendant corporate bodies under the admin-
istration of the State National Insurance 
office. However, a considerable degree of 
independence is still exerted by these funds 
who by efficient management favourably 
influence the premiums of their members. 
SUMMARY: 
The evolution of compulsory medical 
services in five countries has been present-
ed in order to demonstrate that the selec-
tion of such a scheme by a country should 
be done with due recognition of the 
historical consequences of such legislation. 
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The National Health Service 
in the United Kingdom 
and Its Current Problems 
To approach a program such as the 
National Health Service in the light of its 
problems is perhaps a rather negative 
point of view. To say that this is typical 
of the medical profession's approach to 
the problem of socialized medicine in this 
country is certainly an understatement. 
For this reason, it is important to realize 
that it is the object of this paper to out-
line the services of the N.H.S., and to 
distinguish the problems inherent in this 
system in particular, from those of the 
philosophy of the welfare state, and the 
British economy in general. 
The N.H.S. was conceived of by Sir 
William Beveridge in 1942. It invokes the 
basic principles of the Welfare State and 
consists of perhaps the most comprehen-
sive health coverage system in the Western 
World. In the words of the National 
Health Service Act of 1948, the object 
was to: 
Promote the establishment of a com-
prehensive Health service designed to 
secure improvement in the mental and 
physical health of the people of Eng-
land and Wales* by the prevention, 
diagnosis, and treatment of illness. · 
• Scotland and Northern Ireland were covered 
under a separate Act. 
The N.H.S. provides complete medical 
care; drugs, doctor, hospital facilities, nur-
sing care, etc., and in addition, it includes 
free antenatal clinics, marriage counselling, 
mental health services, dental care, vaccin-
ation and preventive measures, and pro-
grams for rehabilitation for the disabled. 
The National Insurance benefits include 
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the many pension schemes, unemployment 
insurance, industrial injury benefits, ma-
ternity allowances, etc., in addition to the 
complete coverage under the N.H.S. 
The price of this Utopia? Every British 
citizen pays a flat rate weekly to the National 
Insurance. The rate depends upon the 
individual's membership in class one, two, 
or ·three, which in turn depends upon his 
working rutd financial status. These weekly 
rates are supplemented in certain classes 
by contributions from the employer or the 
State. The average weekly rate is $1.50. 
In actual fact, one sixth of the cost 
of the N .H.S. is defrayed by the National 
Insurance premiums (individual contribu-
tions) and the remainder is financed by the 
State through Income Tax. Although the 
average man believes that he is paying 
fo r his medical care, he is actually paying 
only a portion which is proportional to his 
income. Thus, as in defence, education, 
and other government services financed 
through taxes, ·the rich are supporting the 
poor. 
Doctors in the N.H.S. fall into three 
rather general categories. First are the 
housemen (interns), registrars (residents) , 
and senior registrars (qualified specialists 
without official appointment as consult-
ants) who constitute the majority of the 
hospital medical staff, in duty if not in 
title. As "students", they receive a rather 
paltry remuneration. The second general 
category is that of the general practitioners. 
These doctors treat the patients in their 
offices (surgeries) or in the patient's 
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home. The third general category is that 
of the specialists or consultants, who care 
for all patients admitted to hospital. 
The distinction between general prac-
titioners and consultants is very significant, 
both in the nature of the doctor's work, 
and in the means and scale of remunera-
tion. A general practitioner is paid a 
capitation fee of three dollars per patient 
on his list, and is entitled to a maximum 
of 2~00 to 3~00 patients. The general 
practitioner must treat all patients who 
register with him whenever they become 
ill or require medical attention. He pays 
his operating costs from his gross income. 
The consultant is assigned to a particular 
ward of a particular hospital or hospitals 
and is responsible for all patients requir-
ing hospitalization and assigned to his 
ward. The consultant receives an annual 
salary. 
The responsibility for a particular 
patient passes from the general practition-
er to .the consultant upon hospitalization 
and vice versa. 
This brief summary of the services of-
fered by the N .H.S. and the role of the 
physician in this system should be sufficient 
as a context within which to present a brief 
review of some of the more serious current 
problems. I have attempted to classify 
these problems into three categories; those 
inherent in the N.H.S. itself, those arising 
from the Welfare State Philosophy, and 
those of the British Economy. 
The problems to be considered as inher-
ent in the system itself are those of the 
per capita basis of remuneration for the 
general practitioners, the abolition of pre-
scription charges, and the bargaining 
power of the medical profession. 
The capitation fee for a patient's care 
tends to emphasize the quantity rather 
than the quality of medical attention. The 
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pay scale is low enough that all men are 
financially obliged to secure the maximum 
number of patients on their list in order to 
make a decent wage. This system neither 
makes allowances for the fact that some 
patients require more care than others, nor 
that some populations have a greater in-
cidence of chronic illness (depending upon 
age and occupation). On the other hand, it 
tends to reduce personal incentive as the 
income is guaranteed, to reduce individual 
motivation to keep up in his field , and to 
encourage frequent referrals to specialists. 
If a physician under this system should 
decide to reduce the number of patients 
on his list in order to give them more 
individual attention, he would cut his own 
throat financially. The obvious alternative 
to this system is to pay physicians on a fee 
for service basis. 
An interesting example of a political 
promise which now costs the British tax-
payers an additional 1~0 million dollars 
per year was the aboltion of the twenty 
cent charge for filling prescriptions. To the 
average voter, the idea of free prescription 
is a God given right; after all, he's paying 
for it, isn't he? However, the fact that 
these drugs a.re now absolutely free has 
increased the consumption disproportion-
ately. The twenty cent charge, although 
not bearing a fraction of the price of the 
drug had acted as a psychological deter-
rent. This fact, however, does not seem to 
influence the voters who still think they 
got something for nothing. 
The third problem, that of the bargain-
ing power of the profession, is critical. If 
the doctors are discontent with their work-
ing conditions, pay, or any other aspect of 
the N.H.S., they are not free to strike as 
a civil servant. One can hardly withdraw 
medical attention at the risk of causing a 
patient's death, with the same ease as a 
seaman can refuse to sail, or a postman 
can refuse to deliver mail. He is forced 
with the moral conflict of disloyalty to his 
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country, and humanity at the expense of 
being exploited by a political system with 
a bargaining power far superior to that 
of any labour union. 
The greatest problem facing the N .H.S. 
today, and over which this system may 
perhaps collapse is the current emigration 
of doctors to the United States, Canada, 
and Australia. In 1965, 900 doctors left 
the U.K. By August of 1966, 600 had 
already left and an estimate, based upon 
the number of doctors who had applied 
for emigration papers, was conservatively 
stated at 1400 by the end of the year. This 
figure is equal to the number of medical 
graduates in the U.K. annually. 
Why are these doctors leaving? It is 
important to note that the most pressing 
complaint is not against state control, or 
the actual mechanics or philosophy of the 
system, but an absolute failure to obtain 
adequate wages and reasonable work loads. 
Working conditions in Britain are poor 
because the health services are overworked 
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and understaffed, and the reason for this 
is because they are underpaid. The philos-
ophy of the Welfare State along with the 
more pressing crisis of the British economy 
are strong enough to block the doctors' 
demands for wage increases, but they can 
not prevent these men from emigrating. 
The N .H.S. is a marvelous service for 
the British citizen. His care is for the most 
part excellent. It is for the exploitation of 
the doctor that the N.H.S. is to be criti-
cized, and it is for this reason that it may, 
even after eighteen years, yet collapse. The 
government and the people are willing to 
provide and accept the most comprehen-
sive form of medical care, but they are not 
willing to pay the price, and it seems that 
they will not, until so many doctors are 
forced to emigrate as to cause the ultimate 
collapse of the N .H.S. 
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Induction of Ovulation 
with Clomiphene Citrate 
INTRODUCTION 
The induction of ovulation and the 
management of the anovulatory female 
have been challenging problems to endo-
crinologists, with little hope of being over-
come until recently. A review of normal 
ovulation will help us to understand the 
problem. As the pituitary produces increas-
ing levels of FSH, several primordial fol-
licles of the ovary are stimulating and 
begin to secrete estrogen from their gran-
ulosa cell lining. As this estrogen level 
increases it begins to inhibit FSH produc-
tion and to stimulate the release of LH. 
These act synergistically to stimulate fur-
ther estrogen release; then, as LH becomes 
dominant, luteinjzation of the g ranulosa 
and theca interna layers of the follicle 
begins. A single follicle reaches maturity 
and ruptures extruding the ovum. The 
corpus luteum is now formed and main-
tained by a third hormone LTH which 
appears immediately after ovulation and 
regulates progesterone secret.ion. When 
progesterone output reaches a certain level 
it inhibits LH while stimulating FSH and 
thus prepares for the next menstrual cyde.1 
FAILURE OF OVULATION 
Failure of ovulation or normal menstru-
ation may have a variety of causes. 
1. General Causes: 
endocrine disease--thyroid, pancreas, 
adrenal gland 
chronic illness 
malnutrition--deficiency, starvation, 
obesity 
2. Hypothalmus: 
local disease-
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psychogenic factors--depression , 
nervous shock, pseudocyesis 
3. Pituitary: 
tumor 
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Sheenan's syndrome 
Chi'<lri-Frommel syndrome (post-par-
tum amenorrhea and lactation) 
Simmond's disease 
4. Ovary: 
dysgenesis 
surgical removal 
X-ray castration 
masculinizing tumors 
Stein-Leventhal syndrome 
5. Uterus: 
absence or hypoplasia 
surgical removal 
disease 
Jeffcoate emphasizes that "60% of all 
cases of amenorrhea without a gross or-
ganic basis are psychogenic.''2 
INDUCTION OF OVULATION 
The induction of ovulation in anovula-
tory females has been generally d isappoint-
ing. Radiation t reatment of the pituitary 
and ovaries, though sometime successful, 
has fallen into disrepute because of its 
hazardous genetic effect. The use of 
human pituitary gonadotrophins or human 
menopausal urine (Pergonal) as a source 
of FSH in conjunction with human chron-
ic gonadotrophin to provide LH will 
induce ovulation in many anovulatory 
women without primary ovarian failure. 
Major side effects are excessive ovarian 
enlargement and superovulation with re-
sulting multiple births. Human pituitary 
gonadotrophins must be injected, are 
effective only in the cycle of use, and are 
not readily available at the present.3 
A new chemical called MER-25 was 
recently introduced and found capable of 
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inducing ovulation in women with high 
levds of circulating estrogen, but it has 
been withdrawn due to toxicity. 
In 1960 clomiphene citrate (Clomid, 
MRLj 41) was introduced. It is a synthetic, 
non-steroid compound related to the non-
steroid estrogen TACE and structurally 
similar to MER-25. In rats clomiphene 
displayed anti-fertility properties but when 
tested in humans the opposite effect was 
seen. Since 1960 it has been used by vari-
ous experimenters to stimulate ovulation in 
the treatment of infertility and menstrual 
irregularities. 
The dosage used is usually 50-100 mg. 
daily for five days of the menstrual cycle. 
Patients with the Stein-Leventhal syndrome 
may be more sensitive to the drug so a 
reduced dose or shorter course may be 
used. At least six consecutive cycles should 
be tried before concluding that the patient 
is a "clomiphene failure".• 
A positive response to therapy is ovula-
tion. The absolute criteria for this are the 
occurrence of pregnancy or the observation 
of a fresh corpus luteum at laparotomy or 
culdoscopy. A diagnosis of "apparent 
ovulation" is made on the observation of a 
rise in basal body temperature sustained 
for 12-16 days followed by menses, increase 
in urinary pregnanediol levels, and secre-
tory endometrium on biopsy on the first 
days of menses.3 
Experence has shown that careful patient 
selection is necessary. Greenblatt feels that 
the anovulatory patient with a moderately 
intact pituitary-ovarian axis will do best. 
This patient shows adequate endogenous 
estrogen as shown in vaginal smear, endo-
metrial biopsy, urine assay or bleeding in 
response to progesterone, but lacks ade-
quate and cyclic stimulation by pituitary 
gonadotrophins. Most patients with the 
Stein-Leventhal syndrome give a favour-
able response. Generally women with poor 
endogenous estrogen production show a 
poor response. 
Before initiating therapy with clomi-
phene certain investigation is wise, includ-
ing assays of 17-KS, 17-0HCS, FSH, PBI, 
BSP excretion, X-ray of the sella turcica, 
culdoscopy, uterine curettage, and vaginal 
cytology. A pelvic exam should be per-
formed before each course to rule out 
ovarian cyst or pregnancy, and a pregnancy 
test should be ordered if this is suspected. 
RESULTS OF TREATMENT WITH 
CLOMIPHENE CITRATE 
In a review of the literature, Kistner 
reported results on 1700 patients treated 
with clomiphene.• 
Table 1: Results of Treatment with Clomiphene Citrate 
Diagnosis 
2• .Amenorrhea/oligo ovulation 
Stein-Leventhal syndrome 
Chiari-Frommel syndrome 
Pituitary insufficiency j tumor 
Ovarion failure (con g. defect, premature 
menopause, destructive lesion) 
Primary amenorrhea 
TOTAL RESULTS 
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No. of 
Patients 
1143 
391 
43 
21 
72 
61 
1731 
Occurrence of ovulation 
No. % 
828 72 
305 78 
29 67 
10 48 
15 21 
24 39 
1211 70 
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As expected the best results occur in 
those patients with functional amenorrhea, 
dysfunctional uterine bleeding, and the 
Stein-Leventhal syndrome. These patients 
possess a moderately intact pituitary-
ovarian axis. Patients with ovarian or pitu-
itary insufficiency have poor results while 
patients with severe hypopituitarism and 
complete ovarian insufficiency do not 
respond. 
In Kistner's series, of the patients that 
ovulated, 28% became pregnant. This rate 
is not an accurate reflection because 10% 
of the patients were single and others were 
married but did not want a pregnancy. 
Other patients were treated for only one 
or two cycles and it has been shown that 
several cycles may be necessary for a fav-
ourable response. Sometimes male infertil-
ity was a factor. 25% of the pregnancies 
occurred six or seven months after treat-
ment. In these cases clomiphene supposedly 
triggered ovulation which then continued. 
The results of 672 pregnancies directly 
related to clomiphene therapy have reveal-
ed an abortion rate of 20% and a multiple 
pregnancy rate of 8-10% (usually twins) . 
There is no evidence of teratogenic 
properties. 
SIDE EFFECTS 
Clomiphene is absorbed well from the 
GI tract and is excreted mainly in the 
feces though biliary excretion has been 
shown. It has no toxicity for blood, liver 
or kindey. The main side effect noted in 
up to 20% of patients depending on dose 
and duration of treatment, is the develop-
ment of ovarian cysts, mainly follicular, 
lutein or corpus luteum. These regress 
spontaneously in 7-28 days after cessation 
of treatment and should be managed con-
servatively. Only when the ovaries have 
returned to their normal size should a 
second course be given. The drug should 
not be used in patients with pre-existing 
ovarian cysts. A case of massive bilateral 
ovarian enlargement with multiple corpora 
lutea, ascites and hydrothorax has been 
52 
reported. The patient received 100 mg. 
clomiphene daily for 14 days, but it was 
noted that the ovaries were enlarged prior 
to treatments 
Vasomotor phenomena such as hot 
flushes occur in up to 11 % of patients but 
are not severe. Other occasional side ef-
fects are abdominal complaints, especially 
bloating or pain at the time of ovulation, 
transitory blurring of vision probably due 
to the drug's mydriatic action, and slight 
temporary hair loss.• 
MODE OF ACTION 
Clomiphene's precise mode of action is 
not yet known and is complicated by the 
fact that it works differently in humans 
and animals. It has been shown to possess 
both estrogenic and anti-estrogenic prop-
erties. Estrogenic effects include an in-
crease in cornification index on vaginal 
smear, uterotrophic effect and premature 
opening of the vagina in immatu.re rats, 
and an effect similar to estrogen on serum 
resin sponge T3 uptake in female rats. 7 
Anti-estrogenic effects, occurring presum-
ably by competition with natural estrogen 
for receptor sites, include nullification of 
estrogen's ovulation suppressing effect, 
loss of cervical mucus ferning pattern, re-
lief of breast soreness in cases of mastitis 
and gynecomastia, and reversal of the 
cornification index in patients with per-
cocious puberty and Turner's syndrome 
being treated with exogenous estrogen. 
Some workers feel that clomiphene in-
duces ovulation by a primary action on the 
ovary. Dr. Olive Smith has suggested from 
her results that show increased estrogen 
secretion not always accompanied by in-
creased gonadotrophin levels, that the 
"primary site of the action of clomiphene 
is either directly upon the enzyme systems 
involved in ovarian steroidogenesis, or as 
a potentiator of gonadotrophins in this 
respect" . She feels that the buildup in 
estrogens then results in the release of 
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pituitary gonadotrophins, with subsequent 
ovulation.8 Other workers agree with this 
interpretation.9 - 10 
Support for this comes from in vitro 
experiments in which clomiphene speeded 
the conversion of testosterone to estrone 
and estradiol by a preparation of human 
placental microsomes, though the drug 
concentration required was considerably 
greater than its probable ovarian concen-
tration during therapy.n 
Pildes has reported autopsy results in a 
woman who died of unrelated causes 15 
days after starting clomiphene therapy. 
The pituitary showed an increased number 
of delta 1 cells, the assumed source of LH, 
which had discharged most of their gran-
ules. There were no delta 2 cells, the 
assumed source of FSH. He feels however 
that the gonadotrophin release is second-
ary to clomiphene's primary action because 
only some cases show a rise in urinary gonad-
-otrophins while in others the rise occurs 
only some time after treatment has begun. 
He postulates that changes in estrogen 
levels stimulate pituitary or hypothalmic 
gonadotrophin activity leading to estab-
lishment of a normal pituitary-gonadal 
relationship.10 
Other workers, however feel that the 
drug primarily causes the release of gona-
dotrophins from the pituitary andj or sen-
sitizes the ovaries to endogenous gonado-
trophins. Greenblatt feels that peak level 
of FSH precede peaks in estrogen and LH 
excretion. He feels that this increased FSH 
may be due to direct stimulation of the 
hypothalmic-pituitary axis by clomiphene, 
or to lowering of the inhibitory influence 
on this axis by clomiphene's anti-estro-
genic effects; that is, it may compete with 
the natural estrogen and effectively dis-
place it from the binding sites in uterus, 
pituitary and hypothalmus. Clomiphene 
may have an additional site of action on 
the ovary, uterus or other peripheral sites. 
}AN ARY, 1967 
CONCLUSIONS 
Despite lack of sufficient evidence to 
know clomiphene's precise mode of action, 
its effect on the induction of ovulation has 
been well shown. It offers good results 
especially to the patient with functional 
amenorrhea, dysfunctional uterine bleed-
ing or the Stein-Leventhal syndrome. In 
the treatment of the latter some doctors 
are even recommending that clomiphene 
be used in place of conventional wedge 
resection. 
Clomiphene has been shown to be defin-
itely a drug of value, offering hope of 
normal ovulation, menses and even preg-
nancy for the anovulatory patient. 
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Summary of a Speech by 
G. Malcolm Brown M.D.* 
*Ed. Note: Dr. Brown is the chairman of the 
Medical Research Council of Canada and be was 
the speaker :1.t the annual Alpha Omega Alpha 
Banquet, Nov. 18, 1966. 
Medicine has been called the mother of 
the Sciences according to Dr. Brown, and, 
if so clinical research should be the dar-
ling of medical research. But to those who 
guide the course of medical research in 
Canada, clinical research, being the most 
relevant, is often the most worrisome. Dr. 
Brown found the problem of patient care 
one of the most pressing problems demand-
ing solution. As a result of growing public 
awareness of it's basic role in clinical re-
search the Americans have resorted to the 
Acade:ny of Arts and Sciences to review 
the issue of moral and ethical considera-
tions surrounding medical research. The 
problem of risk in clinical research was 
aptly brought out by a comparison be-
tween war time and civilian situations; in 
war a community may demand personal 
sacrifice for the well being of the whole 
but what personal sacrifices can be de-
manded in a civilian situation-<an the 
same risk of life and limb be demanded ? 
Obviously not; only a "slight risk" is ever 
justified to advance the cause of medical 
knowledge. 
Time is also a problem; time for patient 
care and time for research. The answer to 
this one was team-work according to Dr. 
Brown; although a physician cannot turn 
off and on clinical research during one 
day, he can switch from active ward to 
clinical research for various periods during 
a year-he can be different people at dif-
ferent times. What followed then was a 
delineation of the various personnel re-
quired to form the clinical ~esearch te~, 
each bringing the fruits of h1s own spec1al-
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ized study to be integrated in the team 
effort. 
The clinician was considered first be-
cause he is vital for a well run therapeutic 
trial or to study effectively the natural 
history of disease and he brings to the 
group the responsibility of patient care. 
The recent progress in medical administra-
tion, such as soon-to-be available computer 
equipment for medical purposes, will re-
lease more time for the clinician to devote 
to the research team. Yet paradoxically, 
the clinician has been criticized as being 
responsible for skepticism concerning clin-
ical research. The most likely causes of his 
attitude are poor working conditions, 
heavy patient loads and poor choice in 
research projects resulting in half finished 
efforts--too often the clinician chooses 
a project beyond his scope when a well 
run therapeutic trial would have been 
more a propos. 
The reasons for choosing clinical re-
search by clinicians in general came under 
fire by Dr. Brown; motives such as an eye 
to promotion, fashion ability or attempts to 
impress one's collegues do not produce 
creative people. Administrators who re-
quire research as an intelligence test are 
to be deplored and the applicants to be 
pitied. 
The second man described was the pre-
clinical scientist or basic researcher. In the 
past these men have been misused resulting 
in their boycott of the clinical research 
team. So often he acts as an assistant to 
the clinician and not a collaborator but 
they must form a team and so long as the 
clinical department is of fine quality, the 
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basic scientist need not fear isolation from 
his specialty. He need not jostle among 
other basic scientists to maintain esprit de 
corp; this attitude bespeaks a lack of com-
munication because journals, seminars and 
society meetings are the leaven in his 
bread. The physical concept of critical 
mass was called upon analagously to point 
out that it depends not only on the mental 
constitutents but upon the team. The non-
M.D. scientist becomes a full and effective 
member of the team adding to the depth 
of his clinical collegues. 
The "clinical scientist" is the designa-
tion of the third member and of this 
variety of research worker Dr. Brown 
made his most welcome announcement of 
the evening. Clinical research relies on this 
man. He combines attitudes and abilities 
of a rare and superior nature, being first 
a clinician capable of making rapid syn-
thesis on the ward with a minimum of 
facts and coming up with swift decisions, 
but later in the laboratory he is capable 
of deferring his decision until the data is 
in hand and a painful analysis has been 
completed. 
This is his hallmark-remarkable ambi-
valence. The training is formidable: follow-
ing his M.D. he should spend a minimum of 
two years in residency followed by one 
year in a clinical or laboratory specialty. 
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Then ten years away from Grade XHI, he 
must acquire superior basic science educa-
tion and pick up a fellowship along the 
way! The requirements: 
1. Superior intelligence 
2. Demonstration of a mind capable of 
functioning well in a ward and labor-
atory. 
3. Willingness to forgo the fruits of 
specialty practice. 
The Medical Research Council is pre-
pared to meet this stupendous time and 
energy outlay with a generous stipend for 
those who qualify. Beginning in 1967, our 
centennial year, ten centenary fellowships 
will be awarded and to prove they are 
merit they will carry a total tax-free sti-
pend of $10,000 (with fringe benefits) 
tennable for three years in the pursuit of 
the Ph.D. degree. (To qualify one must 
have his fellowship in the clinical subject.) 
Dr. Brown was confident the number of 
fellowships would increase in years to 
come. 
The challenge of a rich and rewarding 
life as a clinical scientist has been thrown 
out by the council and it bids young men 
and women of quality and capability to 
come forward and accept it. 
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Book Reviews 
Because of the rapid advances being 
made in all fields of medicine at present 
and in view of the problem all medical 
students, interns, residents, and practising 
physicians have in finding the necessary 
time to keep apace with the same, it was 
decided this edition to review some of the 
more recently published "synopses" of the 
different medical specialties to help remedy 
this situation. All the books to be discussed 
are short by current standards, informative, 
very readable, and with one exception, 
under 6.00 in price. P.J.L. 
PRESENTING SYMPTOMS IN CHILD-
HOOD: John Fry. 
An excellent book epitomizing the abil-
ity of British writers to say the most in 
the least number of words. It presents a 
diagnostic approach to childrens diseases 
based on the interpretation of symptoms, 
especially the more common ones, con-
fronting the general practitioner almost 
daily. Starting with a symptom, its causes, 
pathology, diagnosis and significance are 
discussed, and the important specific con-
ditions associated with it are briefly. des-
cribed. The tabulated summaries of the 
important points relating to each symptom 
are an outstanding feature. Butterworth 
and Company (Publishers) Ltd., 1962. 
9"x6". 175 pp. 8.00. 
THE CHROMOSOME DISORDERS, AN 
INTRODUCTION FOR CLINICIANS: 
G. H. Valentine. 
A highly recommended book by our 
own Associate Professor of Paediatrics, with 
a forword by Professor Murray Barr, and 
written primarily for practising physicians 
and medical students. In simple language, 
the author deals with the mechanisms of 
chromosome segregation and then pro-
ceeds, in the later chapters, to describe the 
clinical manifestations resulting from errors 
in chromosome migration and cell division. 
A most welcome chapter on the analysis of 
finger prints and dermal ridge patterns is 
included, as is a list of recommended read-
ing. Diagrams, drawings, photographs and 
tables are beautifully done. Our congratu-
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lations to Dr. Valentine on a job well 
done. William Heineman Medical Books 
Limited, 1966. 8o/,&"x5 Y2" . 129pp. $5.25. 
AUSCULTATION OF THE HEART: 
R. W . D. Turner. 
This amazingly informative paperback 
should be required reading for all medical 
students on entering their clinical years. 
Post graduate students and physicians will 
find it of interest as well. The underlying 
principles of auscultation are presented. 
By discussion, reinforced with helpful 
diagnosis, the author covers normal varia-
tions and abnormal changes in the heart 
sounds, characteristic cardiac rhythms and 
their significance, and the various types 
and causes of systolic and diastolic mur-
murs. E. & S. Livingstone Ltd., Edinburgh 
and London, 1963. 7"x5". 42 pp. $0.65. 
ELECTROCARDIOGRAPHY: R. W . D. 
Turner. 
A compilation of a series of twelve articles 
on "Clinical Electrocardiography in General 
Practice" published in 1962. Herein, a noted 
British internist and cardiologist " tackles and 
conquers" a daunting subject. The intricacies 
of electrocardiography are explained in easily 
understood. terms and clinical interpretation 
discussed, the author stressing that electro-
cardiography is "the handmaid, and not the 
master" of cardiology. A valuable text for 
students and practitioners. Amply illustrated. 
E. & S. Livingstone Ltd., Edinburgh and 
London, 2nd ed., 1964. IO"x6". 155 pp. 
$3.75. 
BEDSIDE DIAGNOSIS: Charles Seward. 
The pocket-sized "poor man's" French's 
Index of Diagnosis. The pathophysiology of 
the more common symptoms of disease are 
discussed, the major causes of each classi-
fied under logical, easily-remembered 
headings, diagnostic points on each condi-
tion described, and the diagnostic approach 
outlined. The sections on psychogenic 
symptoms, and pain alone are worth the 
price of this fine text. E. & S. Livingstone 
Ltd., Edinburgh and London, 1965. 7"x5". 
illustrated, approx. 500 pp. approx. $5.00. 
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Alumni News 
Class of 1956 
Dr. Harold P. Andry, 118 Mountain Brow 
Blvd., Hamilton, Ontario, interned at St. 
Joseph's Hospital. He went on to special-
ize in Anesthesia doing post graduate 
studying in Montreal. He is married to 
the former Maureen Kennedy and has 
three children. 
Dr. Faye D. Arundell, 2307 Casa Bona 
Avenue, Belmont, California, interned 
at Victoria Hospital, London. She then 
studied Dermatology at the Cleveland 
Clinic, St. Thomas Hospital, London, 
England, and A.F.I.P. Washington, D.C. 
She is married to Kenneth H. Burdick, 
M.D. 
Dr. H. Brian Brett, 12 Gretna Place, St. 
Albert, Alberta, interned in London at 
St. Joseph's Hospital. He is married and 
has four children. 
Dr. E. Earle Brown, 45 Westmount Road 
North, Waterloo, Ontario, interned in 
Toronto and remained for a time to 
study Internal Medicine. He has since 
obtained his B.A. (U.W .O. '58, M.A. 
(U.W.O. '60) and Ph.D. (Psychology) 
(University of London, '65). On Sep-
tember 17, 1966 he was married to the 
former Mary Kathleen Lane. 
Dr. Harvey Christiansen, Nipawin, Saskat-
chewan, interned at St. Joseph's Hospit-
al, London. He did post graduate work 
in Surgery in Saskatoon, He has five 
children. 
Dr. Raymond W. Flowerd, 139 High 
Street, Clinton, Ontario, interned at Vic-
toria Hospital, London. He then went 
on to do post graduate work in Internal 
Medicine at both London and Chicago. 
He and h is wife, •the former Dorelene 
Dyer have four children. 
Dr. Kent R. Hay, 2622 Bedford Road, 
Lansing, Michigan, interned in Detroit 
and remained there to specialize in the 
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field of Anesthesia. He is married to the 
former Donna McTaggart and has three 
boys. 
Dr. D. S. M. Haines, 34 Marley Place, 
London, Ontario, interned at Victoria 
Hospital, London. He then went to the 
University of Toronto to earn his Ph.D. 
in Medical Research. He and h.is wife, 
the former Gertraud Potzgold, have 
four boys. 
Dr. J. Douglas Hamilton, 59 Maple Row, 
Essex, Ontario, interned at Mount Car-
mel, Mercy Hospital, Detroit. He re-
mained there to do post graduate work 
in Surgery. He and h.is wife, the former 
Leona S. Gibb (Sec. & . '54) have four 
children, the latest being a son born in 
September, 1966. 
Dr. Marvin L. Himmel, 1408 South Bay-
shore, Miami, Florida, interned at Kings 
County Hospital, Brooklyn, N.Y. He 
specialized in Internal Medicine and 
Gastroenterology in New York City and 
Boston. He is married and has one child. 
Dr. Ingrid Jurevics (nee Raits), 2726 East 
Beverly Road, Milwaukee, Wisconsin, 
53211, interned at Milwaukee County 
General Hospital. She remained in Mil-
waukee to study Ophthalmology. She is 
married and has two children. 
Dr. Marvin L. Kwitko, 5701 Ferncroft 
Road, Hampstead, 29, Quebec, interned 
at Toronto General Hospital. He then 
specialized in Ophthalmology in Wash-
ington D.C. He and his wife, the former 
Lois Roth, have two children. 
Dr. John Edmonds Mathers, R. R. 2, Aus-
ti n, Minnesota, 55912, interned at the 
University of Alberta Hospital, Edmon-
ton. He then specialized in Obstetrics 
and Gynecology at the University of 
Minnesota Hospital. He and his wife, 
the former Marney Wilson, have four 
children. 
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Dr. Donald F. McGregor, 18 Bridgeford 
Street, Richmond Hill, Ontario, interned 
at Victoria Hospital, London. He is 
married to the former Marilyn King 
and has five children. 
Dr. Duncan McPherson, 1308 Devonshire 
Crescent, Vancouver, B.C., interned in 
Chicago, Illinois. He then studied Octho· 
pedic Surgery in Vancouver; Malmo, 
Sweden, and New York City. He is 
married to the former Catherine Foucar 
(Arts '54) and has three child ren. 
Dr. James A. M. Peters, 14 Simcoe Blvd., 
Simcoe, Ontario, interned at Victoria 
Hospital, London. He remained in Lon-
don to specialize in the field of General 
Surgery. He is married to the former 
Joyce M. Hubick and has four daughters. 
Dr. W. George Sloan, 36 Wellington, St. 
Thomas, interned at Grace Hospital, 
Detroit. He specialized in Obstetrics and 
Gynecology. He and his wife, the former 
Cela McKillop (Arts '55) , have three 
children. 
Dr. Thomas E. Staples, Box 1030, Hanover, 
Ontario, interned in Hamilton, Ontario. 
He did post graduate work in Anesthesia 
in Hamilton. He and his wife, the 
former Patricia Burt, have three children. 
Dr. Brian C. Thicke, 7 Crescent Hill, 
Brampton, Ontario, interned at Hamil-
ton General Hospital. He went on to 
study Internal medicine in Ottawa. He 
is married to the former Joan Greer and 
has three children . 
Dr. Robert J. Tuttle, 1429 Tyandaga Park 
Drive, Burlington, Ontario, interned at 
Victoria Hospital. He then studied Radi-
ology in London, Ontario and Boston, 
Massachuettes. He is married to the 
former Jane Halls and has four children. 
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Dr. George G. Willms, 3280 Randolph 
Avenue, Windsor, Ontario, interned at 
St. Joseph's Hospital, London. He is 
currently in general practice in Windsor. 
He and his wife, the former Marjorie 
Dorrepaal, have three children. 
Dr. William James Wright, 113 John St., 
Bracebridge, Ontario, interned at Grace 
Hospital, Detroit. He is a member of the 
College of General Practice. He and his 
wife, the former Joyce Akeroyd, have 
four children. 
Dr. Charles 0. Thompson, 11 Albert St. , 
Brantford, Ontario, interned in Hamil-
ton He also 1o'tudied in England, special-
izing in Ophthalmology. He and his 
wife, the former E. Hipkin, have three 
children. 
Class of 1936 
Dr. Brock E. Brush, 22313 Cherryhill, 
Dearborn, Michigan, interned at Provi-
dence Hospital. He spent five years in 
post graduate study in the field of Gen-
eral Surgery at Henry Ford Hospital. 
He and his wife, the former Mary 
Burnett (Meds '36) have one child. 
Dr. C. A. Henrich, Box 220, Courtright, 
Ontario, interned at Victoria Hospital, 
London, Ontario. He is married to the 
former Janet Rush and has one child. 
Dr. Joseph M. Janes, 1809 7th Street S.W., 
Rochester, Minnesota, interned at Ham-
ilton General and Victoria Hospitals. 
He specialized in Orthopedics having 
studied at the Mayo Graduate School of 
Medicine. He is married to the former 
Helen Johnson and has four children. 
Dr. John A. Lind, 6 Oakley Road, Brant-
ford, Ontario, interned at Brantford 
General Hospital and is in general prac-
tice there. He is married to the former 
Tam Wigmore and they have four 
children. 
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Dr. Kencil L. Mitton, 2678 Troy Road , 
Schenectady, New York, 12309, intern-
ed at Chatham General Hospital. He did 
post graduate work in Radiology in 
Victoria Hospital and New York Hos-
pital. He is married to the former Myrtle 
Windahl and has two daughters. 
Dr. Ruby Viola Rose, 137 Park Avenue, 
Brantford, interned at Grace Hospital , 
Windsor, Ontario. She did post graduate 
work in Psych iatry in Toronto. Her hus-
blnd Dr. Arnold Rose is a graduate of 
U . of T. They have three children. 
Dr. F. Burns Roth, School of Hygiene, 
University of Toronto, interned in both 
Vancouver and Winnipeg. He then stud-
ied in the field of Hospital Administra-
tion at the University of Toronto. He i 
married to the former Audrey Ryder. 
Dr. W. C. Scbaerrei, 5245 Mercier Street, 
Kansas City, Missouri , 64112, interned 
at Kansas City General Hospital and did 
post graduate work in surgery at the 
same hospital. He and his wife have 
one daughter who is a g raduate nurse. 
Dr. Clarence L. Scott, 459 West Line, 
Bishop, California, 93514, interned at 
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St. Vincenfs Hospital, Los Angeles, 
California. He has done post graduate 
work at San Francisco, Rochester, Los 
Angeles and Vienna in the field of Sur-
gery. He is married and has three 
children. 
Dr. Harold 0. Smith, 3769 Sunset Drive, 
Flint 3, Michigan, interned at Vancou-
ver General Hospital. He then studied 
in both the U.K. and U.S. and has earn-
ed his F.R.C.S. (Edin .) in Orthopedic 
Surgery. He and his wife, the former 
Margaret Holland, have two children. 
Dr. Arnold John Twiss, 4 Shasta Drive, 
Thornhill , Ontario interned at Brant-
ford General Hospital. He is married 
and has three children. 
Dr. Ralph Weylie, Ottawa Street, Cayuga, 
Ontario, interned at Hamilton General 
Hospita l. He is married to the former 
Evelyn Jerome and has four children. 
Dr. Frank Veroni, 219 Park Place, Ashta-
bula, Ohio, interned at St. Michael's 
Hospital Toronto. He is married to the 
former Ella Morrison (Meds "36) . 
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UNITED CHURCH MISSION HOSPITALS 
CANADA 
Physicians urgently requ ired for outlying Hospita ls in British Columbia 
and Newfoundland. 
-salary, furn ished house and travel costs. 
-a challenge to provide good medical care to the geographically 
isolated people of our country. 
-Physicians needed on a one or two year basis or to do locums for 
one to six months starting immediately. Groupe type practice. 
-also undergraduate summer internships for students completing 3rd 
Med. year in 1967. 
DR. W. DONALD WATT 
Superintendent of Hospitals 
Board of Home Missions 
6762 Cypress St. 
Vancouver 14, B.C. 
THE OTIAWA CIVIC 
HOSPITAL 
Ottawa, Ontario 
Invi tes applications for the 1967· '68 term 
fo r Residents, enior and J unior A55ist · 
ant Residents and J unior Rotating In· 
terns. alaries $4H, $400, $3)0, $300, 
$2)0 and $200 with addi tional allow-
ances for those living outside the Hos· 
pital. This is an 1100 bed teaching 
hospital (University of Ottawa affiliation) 
fully accredi ted by the Canad ian Med ical 
A.ssociation for j unior Rotating Internship 
training. It is also approved by the 
Roya l ollege of Physicians and urgeons 
for postgraduate training with full or 
partial training programmes in the fol-
lowing specialties: ~fedicine . urgcry. 
eurology, Pathology, Radiology, Ob-
stetria. and Gynaecology, Paediatrics, 
Urology, Orthopaedic Surgety, Ophthal-
mology, Psychiatry and AnaestheSia . Ap-
proved also by the College of General 
Pract ice of Canada for a two year pro· 
gramme in General Practice . This ()CO-
gram_me empha iz.es General ~fedicme . 
O utp:atient Clinics and Emergency work 
with prece_ptorship by a member of the 
General Practice staff. All enquiries 
should be addressed to: 
Finlay McKerracber, M .D. , 
Secretary, Intern Committee, 
Otta,.•a Civic Hospital. 
When writing advertisers please mention University of estern Ontario Medical j ournal f,• 
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The Hamilton Civic Hospitals 
( 1500 beds) 
INVITES YOUR CONSIDER.A:TION FOR 
ROTATING INTERNSHIPS 1967-68 
Full particulars of the programme may be obtained from: 
The Director of Intern Education, 
Hamilton General Hospital , 
Hamilton, Ontario. 
MENTAL RETARDATION RESIDENCY 
LOCATION: Jointly sponsored by the University of 
Western Ontario and The Children's Psychi-
atric Research Institute, London, Ontario. 
QUALIFICATIONS: License to practise medicine in the Province 
of Ontario. 
APPROVED: One year academic requirement in the 
specialties of pediatrics or psychiatry for the 
Royal College of Physicians and Surgeons 
of Canada. 
COURSES: Seminars and lectu res in pediatrics, psychi-
atry, neurology, case counselling, biochem-
istry, cytogenetics, endocrinology, statistics 
and administration as these subjects pertain 
to mental retardation. 
CLINICAL: Supervision of therapy and guidance in 
parental counselling. 
RESEARCH: Opportunities for independent and joint 
research projects. 
For further particulars and salary apply to : 
Superintendent, Children's Psychiatric Research Institute 
Box 2460, Terminal 'A' London, Ontario 
Wh<n writ ing adv<rtisers pl.ase m<ntion University of Westun Ontario M<dial Journal 
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VICTORIA HOSPITAL 
London, Ontario 
Recognized for Training in 
ALL MAJOR MEDICAL AND SURGICAL SPECIALTIES 
by the 
* ROYAL COLLEGE OF PHYSICIANS AND SURGEONS OF 
CANADA 
fo r Junior Intern Training by 
* THE CANADIAN MEDICAL ASSOCIATION 
and approved by the 
* CANADIAN COUNCIL ON HOSPITAL ACCREDITATION 
Applications are welcomed from graduates 
of approved schools for: 
* JUNIOR ROTATING INTERNS 
* ASSIST ANT RESIDENTS 
* RESIDENTS 
Appl ication forms .available from : 
DR. ). L. LOUDON, Assistant D irecto r (Medical ) 
We Stock 
BLOOD TESTING INSTRUMENTS 
CENTRIFUGES AND ACCESSORIES 
DISSECTING KITS AND INSTRUMENTS 
EXAMINING ROOM FURNITURE 
MICROSCOPES AND SLIDES 
STERILIZERS AND AUTOCLAVES 
SURGICAL AND DIAGNOSTIC INSTRUMENTS 
W. E. SAUNDERS LIMITED 
335 Richmond Street London, Ontario 
Serving the medical profession for over one hundred (100) years. 
When writing adv~rtisas pi~ mention University of Western Ontario Medical Journal 
ESTERN ONTARIO .MEDICAL JOUlU Al 
A 
PRIVATE 
HOSPITAL 
... for the diagnosis, care and treatmP.nt of 
all types of psychiatric disorders- with 
more than 0 years of reputation and 
experience. An unusually high ratio of 
doctor to patients enables our staff spe-
cialists to study each patient's individual 
need and prescribe treatment accordingly. 
T he Sanitarium is surrounded by 55 
acres of open and wooded parkland in 
the City of Guelph . All types of modern 
therapy are available; together with ex-
cellent. dietitian-supervised meals; attrac-
tive room , and personal attention of 
trained nursing staff. 
A large and well-planned building, em-
bracing the latest in modern Occupational 
therapy facilitie . has recently been added . 
Entertainment . .Motion Pictures, Bowling 
Alleys, Badminton and other Games, 
are among the Recreational activities being 
carried on. 
Benefits, under Ontario Hospital In-
surance and other group insurance plans 
are available to patients-depending on 
the nature of the illness and other factors. 
For full information write, or telephone 
Guelph 24-1010. 
G. S. B RTON, M.D.C.M. 
Medical Superintendent. 
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fine banking service 
For one hundred years, the Commerce has been the sign 
of the finest in banking services. Either a t home, 
or wherever you travel, let the Commerce take care 
of your financial problems. There are branches 
in every major centre in Canada 
to offer you the finest in convenient, courteous service. 
Dl IMPE IA.<J BANK OF COM MERCE 
ETHICALLY SERVIN G THE PROFESSION 
All types of equipment for 
STUDENT , PHYSICIAN 
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• Olympus Student and Laboratory Microscopes 
• Welch Allyn D iagnostic Instruments 
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Home Rental Service 
RussELL UMITED 
SURGICAL AND PROFESSIONAL EQUIPMENT 
PHONE 434.()()82 423 WELLINGTON sr. (Rear) 
Entn.nce between Banlc of Montreal and T om Munro's Sport Shop 
~ ben wri ting advertisers ple~>e mention Uni,crsity of Western Ontario Medical Journal 
A new CIBA 
Collection of 
Medical 
Illustrations 
OL I E 4 
E DOC RI E 
SYSTEM 
A 0 
SELECTED 
METABOLI 
D ISEASES 
Comprehensive cross -
re ferenced index and 
bibl iography 
Sold a t cost $22 .00 
ESTERN ONTARIO 
222 full -color plates 
by Frank H. Netter, M .D. 
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